Three patients with Tolosa-Hunt syndrome (THS) were examined using computed tomography (CT), orbital venography and magnetic resonance imaging (MRI) Case report Case 1 A 63 year old man gradually developed numbness under the right eye six months before admission. He also had right proptosis and orbital pain five months later. There was a history of left trigeminal neuropathy 10 years before which was relieved by corticosteroid therapy. Examination showed anisocoria, slightly delayed light reflex, complete paralysis of ocular movement in all directions, absent corneal reflex and hypoaesthesia in the Vi and V2 distributions, all to the right side. Relevant laboratory data including haematology, erythrocyte sedimentation rate, serology and blood chemistry were normal and the plain skull radiograph was also normal. The brain CT suggested an enlarged cavernous sinus on the right. The orbital venography also was normal. The axial and coronal Ti-and intermediate weighted images on MRI showed an abnormal soft tissue area with an intermediate signal intensity within the right cavernous sinus. This abnormal area was localised in the lateral to the right internal carotid artery ( fig  1A and C) .
The Tolosa-Hunt syndrome (THS) is a painful ophthalmoplegia due to non-specific granu (fig 2A, C) . The The location of an abnormality reflects that of the involved cranial nerves in the cavernous sinus. Anatomically, it is well known that the oculomotor (III) and trochlear (IV) nerves are upper and lateral to the internal carotid artery in the cavernous sinus, and the abducens nerve (VI) and the ophthalmic (V1) and maxillary (V2) divisions of trigeminal nerve are lower to that." In patient 1, with mainly cranial nerves III and IV involved, the abnormality on MRI was located lateral to the internal carotid artery. In patient 3, with involvement of cranial nerves VI, Vi and V2, the abnormal shadow was inferior to the loop of the internal carotid artery.
Painful ophthalmoplegia with an intraorbital abnormal shadow on CT has been termed "orbital pseudotumour".12 Our unpublished data show that the intraorbital abnormality on CT may be due to the relatively long-lasting inflammatory process itself and/or oedema in soft tissues, caused by occlusion of the superior ophthalmic vein or cavernous sinus and that the orbital pseudotumour should be considered as part of the spectrum of THS. The presence of a common abnormality in the cavernous sinus on MRI in the second patient with enlargement of the optic nerve and intraorbital abnormal shadow on CT supports this hypothesis.
In conclusion, these results suggest that MRI is valuable for demonstrating lesions in the cavernous sinus that are directly responsible for the symptoms of THS. It also gives useful information for the diagnosing of THS, and should facilitate monitoring the response to treatment.
